During her stay in hospital she developed intermittent pyrexia with no apparent focus of infection. Although she initially improved on rehydration, she gradually deteriorated and died 64 hours after admission.
Autopsy revealed the presence of copious pus, evenly spread in the meninges, in addition to a recent infarct on the left cerebral cortex, due to a thrombosis occluding the internal carotid artery. Bacteriological culture of the meninges showed exuberant growth of Streptococcus pneumoniae and the thrombus from the internal carotid was heavily infiltrated with neutrophils.
Early recognition of meningitis is both medically and legally important in all groups of patients irrespective of age. Bacterial meningitis is steadily increasing in the elderly population and it shows a bimodal peak distribution, the first peak occurring in infancy and the second peak during the fifth to eighth decade.2 The mortality rate is high in the elderly and one of the major reasons for this is delay in diagnosis. Delays in diagnosis are probably related to the assumption that changes in mental status are due to senility or dementia or even a stroke.3
Common clinical practice relies on the absence of neck stiffness or other meningeal signs to rule out meningitis in the healthy adult. The sensitivity and specificity of neck stiffness are unknown although publications convey the impression that this sign is reliable in most, ifnot all, cases in awake adults,4 except those who are too old, unconscious or immunosuppressed.5-7 A comprehensive literature search failed to reveal any papers on the sensitivity and specificity of meningismus as a diagnostic test or the role of lumbar puncture in patients without definite headache, stiff neck, fever or clear neurological abnormality.8 '9 In one series of meningitis in the elderly, nuchal rigidity was found in 82% of patients but 89% of this group also had pronounced mental status changes and 39% had focal neurological abnormality.'" One of the major problems in attaining a correct diagnosis in the elderly is the presence of multiple pathology. Although the majority ofpatients present with fever, confusion and stiffneck, confusion may be assumed to be secondary to senility, and the stiff neck to cervical arthritis. In such circumstances one would recommend more frequent 'spinal tap' as a prerequisite to exclude meningitis in the elderly.
Although reported incidence of bacterial meningitis in the elderly has risen from 6.6% to 7.1 % over the last 14 years (1975) (1976) (1977) (1978) (1979) (1980) (1981) (1982) (1983) (1984) (1985) (1986) (1987) (1988) (communication with C.D.S.C., Colindale, London), it is difficult to ascertain the actual incidence of pyogenic meningitis in the elderly when it occurs with another cerebral event. It is possible that a significant proportion of bacterial meningitis in the elderly goes unrecognized and untreated in the presence of stroke or dementia. An 
